A primary carcinoid tumour of the thymus is very rare. Rosai and Higa (1972) Pearson and Fitzgerald (1949) reported a series of metastasizing carcinoid tumours, the malignant potential was recognized.
Carcinoid tumours arise from argentaffin cells, originally described by Kultschitzky (1897) and often termed Kultschitsky cells. These cells, according to Bensch et al. (1968) , 'are present in all structures derived from the primitive entodermal canal and include the derivatives of the pharyngeal arches, the tracheobronchial tree, the gastrointestinal canal, the pancreatic duct and the bile ducts'. Argentaffin granules also have been demonstrated in the thymus of some animals, and normal human thymus has some argyrophilic cells (Rosai and Higa, 1972) . Kultschitsky cells are neuroendocrine cells shown by electron microscopy to contain neurosecretory granules reported to resemble alpha cells of the pancreas (Macadam and Vetters, 1969 (Postlethwait, 1966) . They have also been reported in the gallbladder (Shiffman and Juler, 1964) , ovaries (Gabrilove, Nicolis, and Kirschner, 1969) , lungs (Steel, Baerg, and Adams, 1967), pancreas (Peart et al., 1963) , parotid gland (Rosai and Higa, 1972) , testis (Rosai and Higa, 1972) , bronchus (Gabrilove et al., 1969) , thymus gland (Gabrilove et al., 1969) , and in areas where ectopic gastric or intestinal epithelium is known to occur, such as in teratomas.
Many carcinoid tumours are small, less than 2 cm in greatest dimension. Typically, they are well-circumscribed, homogeneous, and yellow to grey-white in appearance. (Gabrilove et al., 1969 rashes, palpitation, diarrhoea, bronchospasm, nor paresthesias were reported in these patients. An explanation for this could be that most of the endocrine products are metabolized in the lungs before they reach the systemic circulation due to an abnormal blood supply to these tumours. Normally, the thymic veins drain into the brachiocephalic and thyroid veins.
With thymic carcinoid, the tumour may displace all thymic tissue. The pattern of growth (Fig. 4) is in completely divided lobules of fibrous trabeculae. Large round to oval 'balls' and areas of central necrosis with calcification can be present. Normal thymus may be near the capsule, but it may also be seen in the mass.
The differential diagnoses of mediastinal tumour's must include ectopic parathyroid tumour, chemodectoma, bronchial adenoma, thymoma, neurogenic tumour, neurofibroma, teratodermoid tumour (teratoma), cyst (pericardial or bronchogenic), lymphoma (Hodgkin's), intrathoracic goitre, mesenchymal tumour (fibrosarcoma), vascular tumour (capillary haemangioma), seminoma (Oldham, 1971) , aortic aneurysm, pseudocoarctation, hiatal hernia, and metastatic cancer.
The clinical symptoms of a mediastinal tumour are chest pain, dyspnoea, cough, shortness of breath, dysphagia, pneumonia, hoarseness, and upper respiratory tract infections (Heimburger, Battersby, and Vellios, 1963; Oldham, 1971) . All of these are not specific for the presence of a mediastinal tumour. The pain may be excruciating and radiate to the back and arms, as it did in our patient.
The evaluation of the patient should include chest films, tomograms of the tumour, fluoroscopy, barium meal, radioisotope scanning, bronchoscopy, angiography, and mediastinoscopy. However, we would agree with Heimburger et al. (1963) that special diagnostic procedures are helpful in detecting aneurysms, diaphragmatic hernia, and primary tumours of the lung, but no study can give specific diagnosis in the majority of primary mediastinal tumours. Thoracotomy, with either biopsy or surgical removal, has proved the only reliable method of diagnosis.
Complete surgical excision of carcinoid tumours, if possible, has been recommended consistently (Lattes, 1962; Heimburger et al., 1963; Wilkins, Edmunds, and Castleman, 1966; Postlethwait, 1966; Cohn and Grimes, 1970) . Cohn and Grimes (1970) add that patients 'can expect not only reasonable relief but also complete obliteration of symptoms'. With the current status of thoracic surgery and postoperative care, the operative mortality for excision of tumours of the mediastinum is low. Oldham (1971) reported a hospital mortality rate of 1-8% for 164 patients. For our patient the median sternotomy offered good exposure for resection of the anterior mediastinal neoplasm.
Postoperative irradiation was not used for two reasons: the malignant potential of carcinoid of the thymus is unknown and there is the possibility of increased morbidity from mediastinal irradiation.
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